INTRODUCTION
Modern obstetrics has seen an increase in the lower segment caesarean section rate in recent times. A consequence of this rising rate is abnormal placentation in subsequent pregnancy, leading to clinical complications like placenta praevia and morbidly adherent placenta.
Placenta accreta was so rare before the 1970s, the reported incidence varied, but Breen and colleagues looked at the average reports from 1871 to 1972 and found it to be 1 in 7000 deliveries. 1 Read and colleagues alarmingly reported an increasing rate of 1 in 4027 deliveries in 1970s. 2 Maternal mortality with placenta accreta has been reported to be as high as 7% (AJOG 1996) . 3 This burden has actually worsened over the last few years as a result of rising trend of caesarean sections.
Derivation comes from a Latin word ac + crescere to grow from adhesion or coalescence or to adhere to. 4 The occurrence of placenta accreta is linked to abnormal invasion at the placental implantation site due to defect within the decidua basalis and Nitabuch layer. Placenta accreta is a general term used to describe the clinical condition when part of the placenta, or the entire placenta, invades and is inseparable from the uterine wall, when the chorionic villi invade only the myometrium, the term placenta increta is appropriate; whereas placenta percreta describes invasion through the myometrium and serosa, and occasionally into adjacent organs, such as bladder. In clinical practice, these three variants are encountered in an approximate ratio of 80:15:5, respectively. 5 In this document, the general term placenta accreta will refer to all 3 grades of abnormal placental attachment (placenta accreta, increta, and percreta) unless otherwise specified.
Morbidly adherent placenta is no longer a rare obstetric event; in fact it is now a common occurrence in a tertiary care set up. It is one of the most feared complication causing high morbidity and mortality in obstetrics.
The aim of this study is to evaluate the demographic profile and risk factors in patients with morbidly adherent placenta.
METHODS
This retrospective study was conducted for a period of one year (December 2015 to December 2016) in the department of obstetrics and gynaecology of the government medical college, Srinagar, which is the only tertiary obstetric care hospital in the Kashmir valley, where cases are referred to not only from peripheral hospitals and rural areas but also from local general practitioners.
Data of the patients with clinical and histological diagnosis was reviewed. Definition of placenta accreta was based on clinical and histological criteria using the presence of the following: (a) difficult manual or piecemeal removal of the placenta despite active management, (b) after removal of placenta heavy bleeding from implantation site, (c) Histologic confirmation of a hysterectomy specimen
The information collected was socio demographic data regarding age, residence, social status, education, income, antenatal registration and family history of the patient, obstetrical history regarding gravidity, parity, and gestational age at the time of diagnosis and at the time of delivery.
Details regarding the previous surgical procedures (if any) were collected. History of previous caesarean section, myomectomy, abortion, dilatation and curettage, or any other uterine surgery. Details regarding the history of smoking or any other substance abuse were noted down.
RESULTS
During the study period a total of 24232 deliveries were conducted in the hospital. Out of these 40 patients were confirmed to have morbidly adherent placenta. The average age of the patients was 31.8 years with 4 patients more than 35 years of age (table 1). The mean parity was 1.8 and none of the woman was primiparous (table 2). 95% percent of the patients were booked in the study centre and only 5% percent were unbooked. 80% of the patients were from the rural area and 20 % from the urban region (table 3) . The average gestational age of the patient at diagnosis was 35.3 weeks and average gestational age at delivery was 36.2 weeks (table 4). The risk factors included previous caesarean section in 32 patients(80%), with history of one C.S in 11 patients(27.5%),with two C.S in 19 patients(47.5%), and with history of three C.S in 4 patients (5%). 8 patients (20%) had history of both previous C.S of the patients and none had the history of curettage alone ( 
DISCUSSION
The incidence of morbidly adherent placenta in this study was 0.165%. This is higher than the incidence found by Wadhwa L et al (0.048%) 6 , 0.046% by Sofiah S et al 7 , 0.04% by Aggarwal R et al. 8 This incidence is lower than the incidence found in the study conducted by Eshkoli T et al (0.4%) 9 , and Nighat sultana et al (0.35%).
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According to the American college of Obstetrics and Gynecology the incidence of placenta accreta was 1:2500 per delivery. 11 Population based studies have suggested that the incidence of placenta accreta has increased over the last three decades, and occurs in 1 in 533 deliveries (AJOG 2005). 12 The mean age of the patients with morbidly adherent placenta was 31.8 years and mean parity was 1.8. This was comparable with the study done by Aggarwal R et al with mean age (27.7 4.2) and mean parity (2.5 0.9). 8 It was lower than the results found in study conducted by Sofiah S et al (mean age 35 years and parity 4.5) 7 , Sultana N et al (mean age 33.3 and parity 4) 10 , Ara A et al (mean age 33.8 and parity 3) 13 .
In our study history of previous caesarean section (80%) and history of dilatation and curettage were the two most important risk factors for morbidly adherent placenta. 47.5 % had history of two caesarean sections, 27.5% with history of one caesarean section. 20% of the patients had history of previous section and curettage both.
Thus, women at greatest risk of placenta accreta are those who have myometrial damage caused by a previous caesarean delivery with either anterior or posterior placenta praevia overlying the uterine scar. Increasing numbers of previous caesarean section magnify this risk with an eight fold increase in incidence of placenta accreta after two or more caesarean section. 14 In presence of placenta praevia the risk of placenta accreta is 3%, 11%, 40%, 61% and 67% for the first, second, third, fourth and fifth or greater repeat caesarean deliveries. 15 Placenta praevia without previous uterine surgery is associated with a 1-5% of placenta accreta. Besides advanced maternal age and multiparity, reported risk factors include any condition resulting in myometrial tissue damage followed by secondary collagen repair, such as previous myomectomy, endometrial defects due to vigorous curettage 16 , thermal ablation 17 and uterine artery embolization 18 .
CONCLUSIONS
The incidence of placenta accreta has increased dramatically over the last three decades, in concert with the increase in caesarean delivery rate. It occurs when there is a defect in decidua basalis, resulting in abnormally invasive placentation of the placenta. In addition to caesarean section, prior curettage, uterine surgery and myomectomy have all been associated with abnormal placentation. The maternal mortality risk may reach 7 % 3 due to the surgery related complications. In our low resource setting, due to illiteracy and failure to recognize the need for antenatal care, many patients with these serious obstetric disorders are either not antenatally booked , or booked at small clinics or maternity homes, where either they are not diagnosed antenatally ,or diagnosis is delayed till they suffer serious haemorrhage. As a result, when these patients are referred to tertiary care hospitals, they have already suffered a major blood loss leading to hemodynamic instability. Management of patients with placenta accreta therefore requires early recognition of high risk women based on their clinical risk factors, with accurate preoperative diagnosis, good maternal counselling and planning of delivery.
